Section of Paediatrics 245
At 18 months (Mr. Yates Bell): Mass in abdomen diagnosed as probably a large right renal swelling ? hydronephrosis.
Cystoscopy: Normal bladder and ureteric orifices. Right ureter catheterized at 10 cm.; good dye excretion from right ureteric catheter. No pus in bladder. Gush of pus from urethra on pressure over abdominal wall, and examining finger in rectum, i.e. Diagnosis: Pyonephrosis in "third" kidney with ureter opening into urethra.
First operation.-Nephrotomy. Right lumbar incision; large kidney (normal exterior) incised; purulent, stinking urine evacuated; heavy mixed growth of staphylococci, coliform bacilli and pneumococci. Tube inserted for three months.
Sinus pyelogram showed dilated upper half of the right kidney with dilated ureter to bladder and a small sinus (? prolongation of ureter) to the urethra (Fig. 2 ). Left retrograde pyelogram normal ( Fig. 3) .
At 21 months: Second operation.-Right nephrectomy (Mr. Yates Bell); heminephrectomy was found impracticable.
On section ureteric mass contained two ureters, one dilated and passing to upper pole, one normal size with small area of normal tissue in lower pole.
Gained 5 lb. in weight in the three months following nephrectomy, and ftcal fat, which had been 62 grammes % before operation, fell to 19 grammes. Child discharged home plump and well. Hb 600% but steadily increased to normal; now 80%. Stature of child still small but improving. FRcal fat 22 grammes %.
Comment.-Case of special interest because of long medical history with normal white cell count, apyrexia, absence of abnormal urinary signs and rapid recovery following nephrectomy. A discharge apparently from the vagina had very occasionally been found on insertion of the rectal tube for washouts. This discharge contained the same organisms as were found in the kidney.
Repeated respiratory infection due to debility of child and abdominal distension ceased following operation.
Mr. Yates Bell commented on the importance of ascertaining before operation that the left kidney was normal, and ensuring that it was not linked with the abnormal right kidney. The child's twin had died at the age of 3 months from gastro-enteritis. Unfortunately there was no post-mortem.
? Sarcoidosis.-E. HINDEN, M.D., M.R.C.P. John M., born 14.1.48. Was admitted to Whipps Cross Hospital on April 3, 1949. He had been ill for five days with fever, malaise and vomiting. Examination showed an acute pulmonary infection, which at first was thought to be a bronchopneumonia. Temperature subsided in twenty-four hours with sulphamerazine but the signs in his chest persisted. On 21.4.49 he contracted measles-a ward infection-from which he made a good recovery. Following this he became lively and active, and gained weight, from 18 lb. on admission to 211 lb. on discharge on June 29. Yet the moist crackles persisted throughout.
X-ray taken in April showed the "snow-storm" usually identified as miliary tuberculosis, and this appearance has persisted unchanged till October, by which time he has gained another 5 lb.
Mantoux tests, 1: 1,000 and 1: 100, both negative. No family history of tuberculosis. Chronic miliary tuberculosis seems unlikely in the face of his obvious well-being and rapid growth (8 lb. in six months, in the second year of life) and the negative Mantoux tests. Sarcoidosis seems a possibility, but there have been no other manifestations, and I have been unable to find any reference to this disease in so young a child.
Chorea following Temporary Anoxia.-R. C. MAC KEITH, D.M.
